This study utilizes a stress and coping framework which includes cognitive appraisal, personal and environmental resources, coping and stress to examine factors related to AfricanAmerican caregivers' breast cancer screenings, including mammograms, clinical examinations and self-examinations. Using data from the Black Rural and Urban Caregivers Mental Health and Functioning Study, we performed separate logistic regressions for each type of breast cancer screening. Results reveal that having a regular doctor checkup (coping), care recipients having a cancer diagnosis (cognitive appraisal, and living in urban areas (environment resources) are associated with receiving a mammogram. Having greater income, having at least a high school degree (both personal resources) and having a regular doctor checkup (coping) are associated with receiving a clinical examination. Increased caregiver strain (stress), being 40 years old or older, social support (coping) and living in rural areas are associated with performing a self-examination. Targeting African-American caregivers, particularly in rural areas, for increased education on the importance of receiving breast cancer screenings is crucial to addressing health disparities. Making resources available, encouraging caregivers to get a clinical examination and a mammogram and directing public education toward caregivers are important points of intervention.
Introduction
While a significant number of studies have focused on African-American women's utilization of preventive health services especially breast cancer screening [1] [2] [3] [4] [5] [6] , little research has examined early detection efforts among African-American females compounded with the burden of caregiving. As compared with their White counterparts, AfricanAmerican women caregivers are more likely to face financial challenges and to manage multiple tasks while fulfilling their caregiving tasks [7] . The need to prioritize these factors may negatively contribute to breast health behaviors of these women.
The negative consequences of caregiving
A number of studies have reported the negative consequences of the caregiving experience on caregivers' physical, mental and emotional well-being [8] [9] [10] [11] [12] . Caregivers often suffer from psychological stress that leads to depression and anxiety [8, 13] , and Shultz and Beach [11] reported that the mortality rate of caregivers who experienced emotional and mental strain was significantly higher than that of other groups. Psychosocial distress, stressors and risky health habits affect physiological responses among caregivers, which in turn increases their risks for various health problems [14] .
In order to avoid serious consequences, it is important for caregivers to maintain their own health by engaging in preventive health behaviors. However, studies have indicated that caregivers are less likely to engage in preventative health behaviors [13] . In fact, it has been reported that the higher the level of care provided, the less likely the caregivers will receive enough rest, have time to exercise, will receive a mammogram and will be more likely to forget to take medications [15, 16] . In a recent study conducted by the National Alliance for Caregiving and Evercare [17] , ;72% of caregivers reported that they had not seen a doctor as often as they should, 55% had missed their appointments and 21% of women surveyed reported having mammograms less often. Therefore, the demands of the caregiving role may keep female caregivers from engaging in preventive breast health activities or using breast health services.
Breast cancer among African-American women
Although breast cancer is the most frequently occurring type of cancer and the second most common cause of cancer death for women in the United States [18] , significant differences exist in the incidence and mortality rates of breast cancer by race and ethnicity [18] . An estimated 19% of all cancer deaths among African-American women are attributed to breast cancer [19] .
Factors contributing to breast health disparities among African-American women are both complex and interrelated. Lack of health insurance, insufficient knowledge or understanding about breast cancer and preventative behaviors and lack of physician recommendation and referral contribute to these differences [20] . African-American women frequently have less access to breast cancer screening, diagnostic and treatment services [21] [22] [23] . African-American women with lower incomes, especially those who live in rural areas, are vulnerable populations in terms of breast cancer risk [2, [24] [25] [26] . Furthermore, breast cancer is often in more advanced stages by the time African-American women are diagnosed [27] . Lower incomes, lower education levels, not having health insurance, not seeing a physician, higher levels of caregiving burden and residing in a rural area are all barriers to obtaining a mammogram [16, 20, 26] . Even after adjusting for economic standing, however, AfricanAmerican women still have greater negative outcomes than other women [28] .
Theoretical framework
Given the interplay between caregiving responsibilities and risky health behaviors, it appears intuitive that a theoretical framework such as stress and coping theory would offer insight for understanding caregivers' breast health behavior. In stress and coping theory, cognitive appraisal, coping and personal/ environmental resources are important factors affecting stress levels and individuals' well-being [29] [30] [31] . Cognitive appraisal is the process of individual evaluation of whether a certain external event has an influence on one's well-being, and coping refers to individuals' behavioral response to managing stressors [29] . Personal/environmental resources exist when factors align to enhance availability and access to services or the provisions for services.
Factors affecting cognitive appraisal include person attributes (beliefs of control and learned helplessness) and the attributes related to the situation (controllability, predictability and imminence). Caregivers' locus of control regarding health, their age and the clinical health diagnosis of the recipient under their care are such factors. Social support from family, friends and others frequently helps individuals in coping with their situation, and having a regular doctor checkup is considered an active method of coping and caring for one's health. How much time caregivers spend on their caregiving task load, how much strain they feel and an ability to participate in social activities often affect caregivers' stress levels and overall well-being.
Stress and coping theory further explains that personal and environmental resources affect these cognitive appraisal and coping processes [29] . Substantial literature exists indicating that socioeconomic variables including income, insurance and M. Inoue et al.
educational attainment are significantly associated with individuals' health status and ability to access health services, including access to medical breast cancer screenings [20, [32] [33] [34] . Wood and Wan [35] have reported that living in a rural area is associated with a reduced availability of formal services and more objective needs. Therefore, residing in urban areas is considered an important personal/ environmental resource, as it is a proxy for the availability of formal services.
Hypotheses
We hypothesize that higher cognitive appraisal (greater internal health locus of control, presence of a cancer diagnosis among care recipients and the age of the caregiver), greater personal and environmental resources (income, insurance, education and urban residence) and better coping mechanisms (more social support and doctor's visits) are positively associated with African-American caregivers' breast cancer screenings. We further hypothesize that stress factors such as perceived levels of caregiver strain, limitations in social participation, employment hours and hours of caregiving are negatively associated with caregivers' breast health behaviors.
Methods

Data and sample
Data were from the Black Rural and Urban Caregivers Mental Health and Functioning Study [36] conducted between July 1999 and August 2002. This cross-sectional study included 521 mid-western urban (n = 256) and rural (n = 265) African-American female caregivers of dependent African-Americans who were 65 years and older. A list of enrollees from the Centers for Medicare and Medicaid Services (formerly Health Care Financing Administration) was utilized for sampling. A stratified random sampling method by zip code, age and gender was conducted for generating the caregiver study population. Enrollees aged 65 and older were contacted and asked if someone provided care to them. This generated the sample of caregivers.
Inclusion criteria included being African-American, female, >18 years and unpaid for helping at least 5 hours per week with elders' activities of daily living (bathing, dressing, walking, grooming, transferring, toileting, feeding and giving medication) and/or instrumental activities of daily living (shopping, preparing meals, paying bills, keeping records, making appointments, transporting and cleaning house). African-American women were hired as interviewers to try to improve the reliability of responses. Interviewers were trained on precise study protocols to follow. Interviewers conducted computer assisted, in-home interviews which lasted ;2.5 hours.
Dependent measures
Outcome variables in this study are mammograms, clinical examinations and self-examinations.
Mammogram acquisition was assessed by asking 'A mammogram is an X-ray of each breast to look for breast cancer. How long has it been since you had your last mammogram?' Original response categories were 'never had mammogram', 'within the past year', 'within the past 2 years', 'within the past 3 years', 'within the past 5 years' and '5 or more years ago'. Because the US Preventive Services Task Force [37] recommends having a mammogram every 1-2 years for women aged >40, we dichotomized this variable at 2 years. Within the past year and within the past 2 years were recoded as 1 and the other responses were recoded as 0.
Completion of a clinical examination was assessed by asking 'A clinical breast exam is when a doctor, nurse, or other health professional feels the breast for lumps. How long has it been since your last clinical breast exam?' Original response categories were 'never had breast examination', 'within the past year', 'within the past 2 years', 'within the past 3 years', 'within the past 5 years' and '5 or more years ago'. We dichotomized this variable by recoding within the past year into 1 and other response categories into 0 since yearly clinical examinations are generally recommended.
Self-examination was assessed by asking 'A breast self exam is when you check your breasts Breast health behavior for lumps or other problems. How often do you do a breast self exam?' Original response categories were 'more than once a month', 'once a month', 'every few months', 'at least once a year' and 'never does self-examinations'. At the time of the survey, monthly self-examinations were recommended, so we recoded those who reported performing self-examinations at least once a month as 1 and those who reported performing less frequently than once a month as 0.
Independent measures Cognitive appraisal
To assess cognitive appraisal, we examined locus of control for health matters, presence of a cancer diagnosis among care recipients and the age of the caregiver. The measure of locus of control for matters of health was a modified version of the internal health locus of control scale (a = 0.80) [38] . The modified version was a standardized six-item scale, representing individuals' degree of belief that their health status is controlled by internal factors. The scale included such items as 'If I get sick, I have the power to make myself well again' and 'I am directly responsible for my health'. Responses on individual items were 1 = strongly disagree, 2 = disagree, 3 = agree and 4 = strongly agree. We summed answers for items to create a continuous variable with a possible range of 6-24 where higher values indicated greater levels of belief that respondents had control over their health status.
Care recipients' cancer diagnosis was a binary variable. Caregivers who were caring for a person with a cancer diagnosis were coded as 1 and others were coded as 0.
Age was originally a continuous variable, but since breast cancer screening is recommended more strongly for women aged 40 and over, we dichotomized the original variable so that those over age 40 were coded as 1 and those under age 40 were coded as 0.
Coping
Social support was a dichotomous variable derived from the following three items: In the past 6 months (i) have you gotten help from family members? (ii) friends and/or neighbors? and (iii) church members, not including help from clergy or your pastor? Caregivers who have support from at least one of the three resources were coded as 1 and those who do not have any support were coded as 0.
Having had a regular doctor checkup was derived from the following question: 'Some people visit a doctor for a routine checkup, even though they are feeling well and have not been sick. About how long has it been since you last visited a doctor for a routine checkup?' Original response categories were 0 = never visited doctor, 1 = within the past year, 2 = within the past 2 years, 3 = within the past 3 years, 4 = within the past 5 years and 5 = more than 5 years ago. We coded within the past year as 1 and the other categories as 0.
Personal/environmental resources
To assess personal and environment resources, we examined income, insurance, education and residence. Income was a continuous variable which was derived by dividing the total household income by the number of people in the household. Since the skew of this variable was 2.52, we utilized a natural log transformation which yielded a skew of À0. 44 .
Insurance status was a binary variable; those with any type of coverage were coded as 1 and others were coded as 0.
Education was originally a continuous variable which ranged from 1 to 17 years of schooling a caregiver finished. We recoded education into a categorical variable with two categories: less than high school education (reference group) and having graduated high school or more than a high school education.
Residential status in an urban area was coded as 1, and those residing in rural areas were coded as 0. Eight Southeast Missouri counties (Butler, Dunklin, Cape Girardeau, New Madrid, Mississippi, Pemiscot, Scott and Stoddard Counties) were defined as rural areas where agriculture was their economic base, and the population was <10 000 [36] . Metropolitan St Louis, MO, was defined as an urban area.
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Sources of stress
Assessment of stress included measures of caregiver strain, limitations in social participation, employment hours and hours of caregiving. Caregiver strain was measured using the impact subscale of the Caregiver Appraisal Scale [39] . Caregiver strain (a = 0.80) included items such as 'How often do you feel that an elder asks for more help than she/he needs?' and 'How often do you feel that because of the time you spend with an elder, you don't have enough time for yourself?' Responses on individual items were 1 = never, 2 = rarely, 3 = sometimes, 4 = quite frequently and 5 = nearly always. We scored across the items for a possible range of 9-45, where higher scores indicated greater caregiver strain.
Following Rozario et al. [40] , we measured limitations in social participation [41] by asking 'Compared to others your age, are your social activities more or less limited because of your physical health or emotional problems?' Possible responses were 1 = much more limited, 2 = somewhat more limited, 3 = about the same as others your age, 4 = somewhat less limited than others and 5 = much less limited than others. Answer categories of 'much more limited' and 'somewhat more limited' were coded as 0 and 'about the same as others your age', 'somewhat less limited than others' and 'much less limited than others' were coded as 1.
Employment hours were measured by asking the number of hours per week that individuals worked outside the home. We dichotomized this variable so that those who worked <40 hours were coded as 0 and those working >40 hours were coded as 1.
Hours of caregiving was originally a continuous variable which was derived from a question asking caregivers how many hours in the previous week they had helped the elder? We recoded this variable into two categories that had roughly the same proportions: <20 hours (reference group) and >20 hours.
Data analysis
Central tendencies and distributions of all study variables were examined, and, when needed, variables were transformed (e.g. income variable). Univariate analyses were conducted to describe the sample. Bivariate analyses were used to compare those who engaged in the different types of cancer screening (mammograms, clinical examinations and selfexaminations) based on each of the study's independent variables. Lastly, separate logistic regression models were employed to assess the relationship between the set of independent variables and AfricanAmerican caregivers' breast health behavior: mammograms, clinical examinations and self-examinations. In the mammogram model, caregivers who were <40 years old were not included for the analysis due to the recommended age for mammography being >40. Missing values on dependent variables and on categorical variables necessitated dropping some observations from the analyses. The number of observations used for the analyses is 395 for mammograms, 497 for clinical examinations and 496 for self-examinations. Collinearity among independent variables was assessed for each model, and all tolerance values were at an acceptable level with the lowest being 0.81. Correlations of all study variables were examined and were also at acceptable levels with the highest being 0.36 between caregiving strain and weekly hours of caregiving.
Results
Of the caregivers aged >40, 74.2% had a mammogram within the past 2 years. Including all age groups, 74.0% had a clinical examination within the past year and 59.9% reported performing a self-examination at least once a month.
Bivariate analysis
The relationships between each independent variable and the dependent variables were examined by a series of chi-square tests and t-tests. Results of bivariate analyses are shown in Tables I-III .
Mammograms
Income (natural log) (t =À2.20, P < 0.05), having insurance (v 2 = 8.07, P < 0.01) and receiving a regular checkup from a doctor (v 2 = 47.74, P < 0.001) were significantly associated with obtaining a Breast health behavior Had within past year, n = 368 More than a year ago, n = 129 
Clinical examinations
One's income (natural log) (t = À3.13, P < 0.01), level of education (v 2 = 5.88, P < 0.05) and receiving a regular checkup from a doctor (v 2 = 87.6, P < 0.001) were related with having received a clinical examination. The mean income (natural log) was significantly higher for those caregivers who had received a clinical examination within the past year (mean = 8.9, SD = 0.9) than for those caregivers who had not received a clinical examination. Among those caregivers receiving a clinical exam, 74.7% had high school or higher education. As with mammograms, most of the caregivers who had received a clinical examination in the past year (97.3%) had also seen a doctor within the past year for a regular checkup.
Self-examinations
Where respondents lived (v 2 = 8.09, P < 0.01) and social support (v 2 = 8.15, P < 0.01) were significantly associated with the frequency of selfexaminations. Of those who had reported performing a self-examination at least once a month, 57.2% resided in urban areas. Interestingly, those who reported that they had not performed regular self-examinations were more likely to report having social support than those women who reported that they had performed regular self-exams.
Although caregiver strain, limitation in social participation, number of hours per week employed, number of hours per week providing care to elder, health locus of control, care recipients' cancer diagnosis and age were not significantly associated with any type of breast cancer screening at the bivariate level of analysis, these variables were included into a regression analysis because of their theoretical importance to the stress and coping model. Breast health behavior
Logistic regression analyses
Separate logistic regression models were used to assess the probability of obtaining a mammogram, receiving a clinical examination and performing a self-exam. Results are reported in Table IV .
Mammogram model
The overall model was significant [v 2 = 49.92, degrees of freedom (df) = 12, P < 0.001]. The odds of obtaining a mammogram for caregivers whose care recipients had a cancer diagnosis were 59% lower than those whose care recipients did not. Caregivers residing in urban areas were 1.75 times more likely to obtain a mammogram compared with those residing in rural areas, and caregivers who had seen a doctor within the past year for their regular health checkup were 11.76 times more likely to obtain a mammogram compared with those who had not seen a doctor.
Clinical examination model
The overall model was significant (v 2 = 72.08, df = 13, P < 0.001). Caregivers with higher incomes are more likely to receive a clinical examination, and caregivers who have at least a high school degree are 1.75 times more likely to have a clinical examination compared with those who did not have a high school degree. Caregivers who had seen a doctor within the past year for their regular health checkup were 24.66 times more likely to receive a clinical examination compared with those who had not.
Self-examination model
The overall model was significant (v 2 = 30.55, df = 13, P < 0.01). Caregivers residing in urban areas are 43% less likely to report performing a selfexamination at least once a month compared with those residing in rural areas, and the odds of performing a self-examination for caregivers who had Analysis for the mammogram model included only caregivers >40 years. OR, odds ratio; CI, confidence interval. *P < 0.05, **P < 0.01, ***P < 0.001. Highlighted figures indicate significant results.
social support were 44% lower than those who did not. The odds that a caregiver reports that she performs a monthly self-examination increased by 4% for every unit increase in caregiver strain scores. Because results indicated that rural caregivers were more likely to report performing a selfexamination at least once a month as compared with urban caregivers, we completed a post hoc analysis to determine if rural caregivers were more dependent on self-examinations than mammograms. Those who reported performing a self-examination at least once a month and did not have a mammogram within the past 2 years were considered as depending on self-examinations and were coded as 1, and other combinations (completed both, completed neither of them and completed only a mammogram) were coded as 0. In the analysis (v 2 = 5.65, df = 1, P < 0.05), which is not presented in a table, we found that caregivers residing in rural areas were 1.95 times more likely to depend on a self-examination compared with those residing in urban areas (odds ratio = 1.95, P < 0.05). This analysis included only caregivers aged 40 and over.
Discussion
This study utilized stress and coping framework to examine breast health behaviors among AfricanAmerican caregivers assessing mammogram, clinical examination and self-breast exams in separate models. Based on a stress and coping model, we expected that factors representing cognitive appraisal, personal and environmental resources and coping mechanism would have a positive impact on breast health behaviors, while factors representing stress would have negative associations with such behaviors among the targeted population.
Mammogram model
When assessing the likelihood of mammogram receipt at the bivariate level, only factors representing personal and environmental resources (income and insurance) and factors representing coping (regular doctor checkup) had significant association with this type of breast cancer screening. On first glance, the plausible explanation seems to reflect the relative costs associated with receiving such an advanced procedure and the need for a doctor's order for the mammography. Findings support prior research that receiving a doctor's recommendation was a significant predictor of getting both a mammogram and a clinical examination [20] . However, logistic regression results indicate that when we consider other variables simultaneously, income and insurance possession no longer have significant impact on obtaining a mammogram, but urban residence and care recipient cancer diagnosis are significant.
The regression analyses findings contradicted prior research that reported the effect of income on mammography attainment [26, 32, 42] . The reason why income was not a significant predictor might be due to the efforts of a number of programs, such as the National Breast and Cervical Cancer Early Detection Program, which try to ensure that underserved women gain access to cancer screenings [43] and the availability of free screenings in the community. Financially disadvantaged status may not be as strong a negative predictor of accessing breast cancer screenings as it once was. Yet, the availability of such resources may be limited to larger metropolitan areas and this may explain why a person's place of residence (urban versus rural) became a significant predictor of obtaining a mammogram in the multivariate model. As expected, rural caregivers are less likely to obtain mammograms compared with their urban counterparts. As many studies have reported [2, [24] [25] [26] , living in a rural area is a barrier to accessing mammograms for caregivers due to possible issues of limited numbers of facilities that offer mammograms and limited transportation options for caregivers in rural areas.
Cognitive appraisal as measured by caregivers who are taking care of somebody with a cancer diagnosis became a significant factor when other variables were simultaneously assessed. Those who were taking care of someone with a cancer diagnosis are less likely to say that they obtained a mammogram within the past 2 years. While we do not know the exact reason for this, we can speculate that fear of cancer may be a reason for not obtaining a Breast health behavior mammogram [44] . Through the process of caring for a person with cancer, caregivers perceive how cancer gradually and sometimes drastically advances [45] . This experience may give caregivers fear that functions as a barrier rather than a facilitator.
Clinical exam model
Similar findings exist for the bivariate clinical exam model as was found in the mammogram model with the exception of education being associated instead of insurance status. The US Preventive Services Task Force [37] explains that the early detection effect of having a clinical examination alone is not well supported by evidence. Although there is a possibility that some of the caregivers might receive a clinical examination during their annual doctor's visit, the American Cancer Society [46] recommends having a clinical examination as a complement to the mammogram. Substantial evidence shows that mammography is the single most effective screening method, and it substantially increase early detection, gives more treatment options and improves survival rates [46] . These facts may explain why the general public views mammography as more important than clinical examinations. Although increased efforts have been made to raise awareness of the importance of both mammography and clinical examination among all populations [43] , people with higher education may become more aware of it compared with those without.
Self-exam model
Findings for the self-exam model deviated from the former models as associated factors included environmental resources as measured by urban residence and coping as measured by received social support in the bivariate model. The multivariate model for self-exam better reflected the hypothesized stress and coping framework, though not necessarily in the direction in which we predicted factors would impact. In terms of cognitive appraisal, female caregivers aged 40 and over were more likely to report that they performed monthly breast exams. Given the relatively well-known advice that women over the age of 40 should receive a mammogram every 1-2 years [37, 46, 47] , it is possible that these caregivers are becoming more aware of the need for breast exams as they reach age 40, and they are increasing their self-exams to compensate for less frequent clinical exams and mammograms. Those caregivers who reported more frequent self-exams were less likely to live in urban areas than those who reported less frequent self-exams, and findings show that rural caregivers are more dependent on self-examinations. Lacking resources to access a mammogram may motivate a rural caregiver to perform a self-examination as a means of coping with the reality of what is actually available to them in a practical sense.
Coping as measured by received social support was also associated with reported self-examinations. Those who reported less frequent self-exams reported that they had more social support. Thus, social support predicted caregivers' probability of performing a self-examination in the opposite direction than was hypothesized. Caregivers who have support from at least one of three resources, family members, friends or church members, are less likely to perform a self-examination. Having support may connect caregivers with other types of cancer screening, such as a mammogram and clinical examination [48] or lessen their perceived strain [49] which facilitates self-examination. Stronger and wider informal social support networks among African-Americans are well documented [50] [51] [52] . Because the type and degree of support were not examined in this study, exploring these may benefit further understanding of the relationship between having support and obtaining breast cancer screenings. For example, if the specific type of social support that is associated with breast cancer screening centers around information transmitted from one person to another, an implied point of intervention might be to educate women to talk to each other about these issues in a woman-towoman format.
The stress associated with caregiving was assessed by caregivers' perceived strain and was associated with performing a self-examination in the regression analysis, though it was in the opposite direction than was hypothesized. Findings M. Inoue et al.
indicate that as caregivers' perceived strain increases, they are more likely to say that they perform a self-examination at least once a month. Perceived strain which comes from caring for physically or psychologically impaired older adults may help caregivers realize the importance of maintaining their own health. Having a clinical examination or mammogram requires extra time, and caregivers may need to find others to fill in for what they do, which might help explain why perceived strain became significant only in the selfexamination model but not in the mammogram and clinical examination models.
Limitations and strengths
There are several limitations to be noted. Selection of variables to represent the concepts of within the stress and coping model was limited by the availability of variables within the dataset. Due to the nature of this secondary dataset, limited measurement did not allow for the assessment of the impact of caregivers' family history of breast cancer, which has been reported as a significant predictor of individuals' breast health behavior and could represent an aspect of cognitive appraisal [53] . Also, exploration of how caregivers' perspectives on cancer screenings would influence their cancer screening attainment was not possible. Because findings were based on cross-sectional data, it did not capture how a change in the caregiving role and tasks might affect caregivers' breast cancer screening activities.
Though not overly generalizable outside of the population studied, there were several strengths that should be noted. This study is unique as it uses a sample composed exclusively of African-American women residing in rural and urban areas who are caregivers of older adults to examine factors that are related to their breast health behaviors, including self-examinations, mammograms and clinical examinations. The study offered baseline knowledge on African-American female caregivers' (a vulnerable population in terms of high mortality rates from breast cancer and caregiving burden) breast health behavior. Prior studies have found that a doctor recommendation was a predictor of breast cancer screening, and this study supports that seeing a doctor is particularly critical in the context of African-American female caregivers. Lastly, the results offer new information that AfricanAmerican caregivers residing in rural areas were more likely to rely on monthly self-examinations. At the time of the interviews, self-examinations were 'recommended' by the American Cancer Society and the Susan G. Komen for the Cure Foundation, but now they are only 'encouraged' [47, 54] . Studies about breast health behavior often include only a mammogram and a clinical examination; however, the findings indicate that there is a population that does not access those screenings yet completes a self-examination.
Conclusion
Results imply that improving access to routine physician checkups will contribute to increasing the completion rates of mammograms and clinical examinations. Targeting African-American caregivers who do not receive a physician checkup and informing them of the importance of receiving a breast cancer screening is crucial. Providing information about free and reduced cost for mammogram and clinical examination is also essential. Findings also indicate that rural caregivers are less likely to obtain a mammogram and more likely to depend on a self-examination. Having resources available and encouraging people to receive a mammogram and clinical examination are important; however, education concerning the proper method of self-examination is urgent at the same time. This paper offers a fuller understanding of specific variables that are associated with African-American caregiver's breast health behaviors, which is key for addressing health disparities surrounding breast cancer diagnosis and mortality.
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